P sychiatrists are not always interested in diagnosing personality pathology; patients with clear-cut personality disorders are rather unpopular with clinicians (1). Many practitioners prefer to focus on establishing an Axis I diagnosis, which often seems more closely related to the development of a specific treatment plan.
The problem with ignoring personality disorders is that comorbidity on Axis II has a profound influence on one's response to treatment for Axis I disorders. Compared with patients without personality pathology, patients who meet criteria for these conditions do not respond as well to psychotherapy or psychopharmacology (2, 3) . Thus "Axis II blindness" may lead to ineffective treatment planning.
Another reason why clinicians avoid diagnosing personality disorders concerns their doubts about the validity of the Axis II categories. Although almost every category in our present classification suffers from a lack ofprecision, Axis II diagnoses seem particularly unclear. A solution to this problem is suggested in the paper by John Livesley (4) . Mental disorders in general, and personality disorders in particular, do not always fit into categorical models. It might therefore be useful to replace the present Axis II system with a range of dimensional scores.
Dr Livesley also suggests that personality disorders should be coded on the same axis as other mental disorders. Ironically, whereas a separate axis for personality was created to encourage practitioners to take these forms ofpathology into account, it has often only led to their isolation in an Axis II ghetto.
Dr Livesley's proposals are in concord with the views of most personality disorder researchers; however, 2 problems could block their implementation (5, 6) . First, clinicians prefer to use categories to convey information. Second, all existing dimensional systems are based on phenomenology, rather than on etiological factors, which still remain to be discovered.
Although all mental disorders are biopsychosocial, some are more so than others. Personality pathology presents a particularly interesting example of multidimensionality and of complex interactions between diatheses and stressors (7) . 135 Although my paper focuses on only one of these pathways, the role of trauma, it is one of the most controversial issues in present psychiatric research and practice (8) .
As in many areas of psychiatry, practitioners are divided between those who view personality disorders as primarily biological and those who claim a primary role for psychosocial factors. My article attempts to establish a middle ground between these two extremes in which trauma and other related adversities are risk factors but not causes of personality disorders. The principle is one that can generally be applied in medicine: stress precipitates illness, but there are no disorders without diatheses.
We are not yet in a position to make final judgements about the issues raised by Dr Livesley and myself. Research on the personality disorders is still in a very early stage. Nonetheless, we need to bring personality pathology to the forefront of clinical consciousness. Even if these conditions have been psychiatry's stepchildren, we must learn to care about them (9) .
